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ABSTRACT 
 
Barbara Hocevar Kalkas:  A Framework for Improving Workplace Wellness Programs 
Through Implementation of a Health Program Planning Model 
(Under the direction of Lori A. Evarts) 
 
Employers face a workforce characterized by an aging population with higher prevalence of 
obesity and chronic illnesses, which directly impacts overall employee productivity and increases 
employer expenses. The increase of health care costs and expenses due to obesity and chronic 
illness in the workforce warrant action within the workplace environment. Because of the 
potential to stem and possibly reverse these health-related expenditures, workplaces are practical 
and ideal settings to use key structural concepts of health behavior within a multi-level concept, 
fostering environmental conditions which can support social norms and culture conducive to 
healthier lifestyles. A framework composed of a systematic approach to program planning and 
evaluation paired with evidence-based recommendations for a multi-level intervention to achieve 
an effective worksite wellness program, aims to provide a tool for employers who seek to 
encourage a favorable environment for improved health outcomes.  
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Introduction and Background 
Chronic Illness and Obesity Rates in the United States 
Although Americans are living longer, chronic illness has become a predominant concern 
over the last few decades. As more Americans suffer from chronic illnesses that compromise 
health and well-being, the resulting economic burden is expanding. Medical care costs 
representative of patients with chronic illness make up 75% of the United States (US) $2 trillion 
annual health care spending (IOM, 2012). Obesity has been associated with numerous chronic 
conditions, such as cardiovascular disease, Type 2 Diabetes, certain cancers, high blood pressure, 
respiratory problems, and osteoarthritis, among others (Anderson et al., 2009; Baker et al., 2008; 
Ljungvall & Zimmerman, 2012; Novak & Brownell, 2011). The 2012 Institute of Medicine 
(IOM) Report Brief on Chronic Illness advises further assessment of evidence-based 
interventions that includes limitation of weight as a key factor in chronic illness prevention 
(IOM, 2012). 
According to the latest National Health and Nutrition Examination Survey (NHANES) 
key findings on prevalence of obesity conducted from 2011-2012, more than one-third (34.9%) 
of adults in the US population were considered obese. In contrast, the National Center for Health 
Statistics (NCHS) reports the estimated age-adjusted prevalence of obesity in the late 1980s as 
23.0%, indicating that obesity among adults aged 20-74 more than doubled from the late 1980s 
to 2011- 2012 (Centers for Disease Control and Prevention, 2011; Fryar, C.D. et al., 2012). 
Figure 1 presents a visual depiction of gender specific trends, indicating the increase in Body 
Mass Index (BMI) trends in males from 1960-1962 through 2009-2010 in the US.  
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Figure 1. Trends in overweight, obesity, and extreme obesity among men aged 20-74 years: US, 
1960-1962 through 2009-2010.  
 
NOTES: Age adjusted by the direct method to the 2000 U.S. Census population using age groups 20–39, 40–59, and 60–74. 
Overweight is a body mass index (BMI) of 25 kg/m2 or greater but less than 30 kg/m2; obesity is a BMI greater than or equal to 
30 kg/m2; and extreme obesity is a BMI greater than or equal to 40 kg/m2. 
SOURCES: CDC/NCHS, National Health Examination Survey I 1960–1962; National Health and Nutrition Examination Survey 
(NHANES) I 1971–1974; NHANES II 1976–1980; NHANES III 1988–1994; NHANES 1999–2000, 2001–2002, 2003–2004, 
2005–2006, 2007–2008, and 2009–2010. 
 
Multiple factors, such as biological, behavioral, social, environmental, and economic 
elements interact to promote an increase in an individual’s intake of daily calories over a period 
of time which gradually produces stored body fat in amounts exceeding biological need, leading 
to an increase in an individual’s weight (Jeffery & Harnack, 2007; Wang & Chen, 2012). 
According to the Centers for Disease Control and Prevention (CDC), obesity is defined as a 
weight range that is greater than what is generally considered healthy within an individual’s 
height range; it also is a category that has shown an individual’s increased predisposition to 
specific diseases and other health problems. The CDC also defines obesity by measurement of 
the Body Mass Index (BMI), which is a formula determined by weight and height that correlates 
to an individual’s amount of body fat (CDC, 2012).   
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Medical and behavioral treatment of obesity is often unsuccessful (Novak & Brownell, 
2011). Although past efforts in obesity prevention focused on individual level changes and 
differentiating demographic variables, a whole society approach in recent years is recommended 
as being more effective (Ljungvall & Zimmerman, 2012; Novak & Brownell, 2011). In order to 
address the various factors that contribute to an individual’s excess of energy intake through such 
examples as food industry marketing, large portion sizes in food establishments, convenience of 
fast foods and sedentary lifestyles, environmental strategies that mitigate these factors can be 
highly influential in modification of behaviors related to food intake and physical activity (Pratt 
et al., 2007). 
Impact on Workforce: Why it Matters to Employers 
From 1990 to 2008, health care expenditures in the US more than tripled and exceeded 
eight times the amount of expenditures from 1980 (Robert Wood Johnson Foundation, 2014). 
While workers’ wages have increased at a rate of 18%, employees currently pay 47% more for 
family healthcare plans through employers than they did in 2005; employers paid an additional 
20% toward providing employee health coverage in 2013 than they paid in 2009 (Kaiser Family 
Foundation, 2013). 
In addition to increased healthcare costs, employers face a workforce characterized by an 
aging population with higher prevalence of obesity and chronic illnesses. Overall, aging and 
chronic illness contribute to lower health status, but obesity has demonstrated a substantial 
negative impact on overall employee productivity which includes absenteeism, presenteeism, and 
increased risk of injury, illness and disability claims (Gabel et al., 2009; Loeppke et al., 2009; 
Ovbiosa-Akinbosoye & Long, 2011; Schroer, Haupt, & Pieper, 2014; Schulte, Wagner, Downes, 
& Miller, 2008). Employers are also subject to direct expenditures of higher medical costs 
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attributed to obese employees which are higher than that of average weight employees 
(Bachman, 2007; Gabel et al., 2009; Ovbiosa-Akinbosoye & Long, 2011; Schulte et al., 2008).  
Workplace Wellness: A Program Planning Overview 
Workplaces are identified as practical and ideal settings to deliver key structural concepts 
of health behavior and also have the potential to deliver greater monetary savings and increased 
effectiveness of collective health-improving behaviors. Workplaces can influence employees at 
the interpersonal and organizational levels of the Socio-Ecological Model (SEM). Specifically, 
the interpersonal level because it affects primary groups such as social networks and social 
support systems commonly cultivated in a workplace setting and the organizational level which 
incorporates formal and informal rules and regulations at work (McLeroy, Bibeau, Steckler, & 
Glanz, 1988). The Socio-Ecological Model provides a theoretical foundation for improving 
health and identifying the importance of various stimuli that impact an individual’s health 
(McLeroy et al., 1988), see Figure 2. Work organizations are considered critical players in 
fostering environmental conditions which can support social norms and culture conducive to 
healthier lifestyles. Incorporation of comprehensive approaches to health promotion, specifically 
linking behavioral and environmental strategies in order to produce a collective well-being, have 
demonstrated to be more effective than focusing on individual health practices alone (Anderson 
et al., 2009; Pratt et al., 2007; Schroer et al., 2014; Stokols, 1996; Verweij, Coffeng, van 
Mechelen, & Proper, 2011). Additionally, workplaces are diverse in socio-economic levels and 
ethnicity, making them an ideal vehicle for providing intervention with equal access to a 
consistent, active audience of working adults (Pratt et al., 2007).  
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Figure 2: The Socio-Ecological Model            
 
Source: Adapted from McLeroy, K. R., Steckler, A. and Bibeau, D. (Eds.) (1988). The social ecology of health 
promotion interventions. 
 
Environmental, community, and societal influences have demonstrated a positive impact 
on the health behaviors of individuals, which include dietary patterns and physical activity 
behavior. Therefore, a growing body of research suggests using a multi-level approach to include 
policies, programs, and organizational practices when addressing obesity prevention (Pratt et al., 
2007). A comprehensive approach that focuses on the individual as well as the environment can 
be more conducive to changing the mindset of how people view health and their means of 
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achieving a healthy status and lifestyle. Individuals may become more engaged in actively 
managing their health by identifying and addressing their health risks, and having the ability to 
potentially focus on preventative measures in a workplace setting where support is garnered from 
peers and leaders (Loeppke et al., 2009).  
The increase of health care costs combined with the additional costs of obesity in the 
workforce to include greater absenteeism, reduced productivity and a higher volume of disability 
claims, warrant action within the workplace environment. Although employers face increased 
costs in implementing workplace wellness programs (WWP), a considerable cost savings is 
possible, both in terms of return on investment (ROI) and increased worker productivity, risk 
reduction, and lower health care costs when such programs exist (Baker et al., 2008).  
This paper will explore fundamental components and strategies of effective workplace 
wellness programs in the reduction of weight-related outcomes. A framework will be proposed 
that integrates recommended research trends with a systematic approach to program planning 
and evaluation for workplace wellness programs in the context of the Socio-Ecological Model. 
This paper will attempt to aid work organizations of all sizes to begin with a simple approach 
toward achieving improved health for employees within their workforce.  
Research Process 
The literature review was performed using the PubMed electronic database, followed by 
Google Scholar through the University of North Carolina’s Health Sciences Library (HSL). 
Keyword searches included combinations of the following: “workplace,” “worksite,” “obesity,” 
“effective,” “BMI,” “weight-loss,” “weight status,” and “review.” Peer-reviewed literature on 
relevant studies was limited to publications from 2005-2013 with the inclusion of US based 
studies only; “effectiveness” of WWPs was based on weight-related outcomes such as reduction 
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in weight, BMI and waist circumference. Unpublished works, inaccessible articles due to 
registration or subscription services, articles written in a foreign language and studies solely 
conducted outside the US were not included.  Studies conducted in the US were chosen to best 
represent the national population and relevance to the growing trends of obesity.   Since “review” 
was part of the inclusion criteria, meta-analysis and systematic reviews were selected based on 
relevancy.  
Multiple professional domains including the CDC, Healthy People 2020, and Health and 
Human Services (HHS), National Health and Nutrition Examination Survey (NHANES), 
Behavioral Factor Risk Surveillance System (BRFSS), Wellness Council of America (WCOA), 
and the Robert Wood Johnson Foundation (RWJF) were researched for relevant data. The 
literature review was supplemented with cited sources within the publications identified. 
Research assistance was provided through the UNC HSL library.  
Evidence and Impact 
Existing Wellness Programs: Single-level Interventions versus Multi-level Approach  
Several approaches have been utilized for implementation of worksite wellness programs. 
Past efforts have relied heavily on changes to individual behavior and the importance of beliefs 
and understandings. However, recent studies have highlighted the strong influences of the social 
environment to produce change within the individual and stress the role of social support within 
a multi-level approach (McLeroy et al., 1988). 
Single-level interventions target the individual and most often consist of medical and 
behavioral interventions which focus on characteristics such as knowledge, attitudes, behavior, 
and skills (McLeroy et al., 1988; Novak & Brownell, 2011). Various elements target individual 
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intervention such as education, counseling, health risk assessments, physical activity, and 
psychological interventions (Schroer et al., 2014).  
Multi-level interventions suggest a whole society approach and demand changes within 
the environment. Worksite environmental approaches target the workforce population, making 
choices easier by presenting modifications within the organizational structure (Anderson et al., 
2009). Examples of worksite environmental strategies include nutritious food offerings in the 
cafeteria, on-site work-out facilities or walking paths, on-site counseling and screening services, 
availability of drinking water, team competitions, leadership involvement, monetary incentives, 
and health promotion marketing (Anderson et al., 2009; Pratt et al., 2007; Verweij et al., 2011). 
Policy strategies often go hand-in-hand with environmental changes and may include structured 
employee breaks for physical activity and meals, subsidized or complimentary gym 
memberships, healthcare plan discounts and injury prevention standards (Anderson et al., 2009; 
Schulte et al., 2008). Behavioral interventions incorporate strategies that enhance skill 
development, motivation and social support, self-awareness and self-efficacy within the 
individual and social structure (Anderson et al., 2009).   
Comprehensive WWPs include various elements that target both the individual and the 
environment within a workplace setting. WWPs may offer counseling services, educational 
offerings, social marketing campaigns, health risk assessments, telephonic consultations, internet 
coaching and web-based programs, tailored diet plans, BMI screenings and a variety of other 
components. Additionally, WWPs may proffer a broader range of services such as stress 
management programs, smoking cessation, cholesterol management workshops, and health-
focused news-letters (Novak & Brownell, 2011; Ovbiosa-Akinbosoye & Long, 2011; Pratt et al., 
2007). 
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Effectiveness of Workplace Wellness Programs on Weight-Related Measures 
There are many variables to consider when investigating obesity within the workplace 
and the effectiveness of a WWP on weight-related measures. Influential factors, including socio-
economic status, social norms, individual behavior, and genetics affect obesity within a 
population. Work conditions as well as occupational settings such as long work hours, shift 
work, job stress, and sedentary industries are also contributors (Anderson et al., 2009). These 
factors, coupled with diverse intervention approaches, make it likely that a tailored program with 
consistent employee feedback will be one of the keys to an effective WWP. 
The literature review for this paper revealed a widespread sentiment in favor of a multi-
level approach to implementing WWPs. Environmental factors are often highlighted and 
recommended for future studies; likewise, a Socio-Economic Model approach is frequently 
implied. First, according to Ovbiosa-Akinbosoye et al. in an analysis of worksite wellness 
programs, long-term weight management programs were most often effective when lifestyle 
changes to nutrition and physical activity were also addressed (Ovbiosa-Akinbosoye & Long, 
2011). The authors reference several short-term studies (< 6 months) of interventions proven 
effective in reporting weight loss that included behavioral interventions, nutrition, and physical 
activity components. After conducting a long-term study (> 1year) aimed at ascertaining factors 
associated with weight loss and maintenance in a comprehensive WWP, the authors conclude 
that self-reported improvements in nutrition and reductions in psychosocial stress were found to 
be positively associated with weight loss at one year and that a comprehensive approach can be 
effective in achieving clinically significant weight loss (Ovbiosa-Akinbosoye & Long, 2011). 
Next, a systematic review, conducted by Anderson et al. of effective WWPs defined by 
weight-related outcomes summarized that worksite nutrition and physical activity programs 
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achieved modest improvements in employee weight status (6-12 month follow-up). The 15 
studies, exclusively randomized control trials (RCT), linked informational and behavioral 
strategies to promote diet and physical activity change (Anderson et al., 2009). 
Third, a meta-analysis consisting of 22 studies, performed by Verweij et al. reviewed the 
effectiveness of workplace interventions targeting physical activity, dietary habits, or both on 
weight outcomes. Their analysis demonstrated a moderate quality of evidence that workplace 
interventions targeting physical activity and dietary behavior significantly reduce BMI, body 
weight, and body fat percentage (Verweij et al., 2011). Further, a subgroup analysis of physical 
activity and diet interventions which included an environmental component, showed a greater 
reduction in body weight (Verweij et al., 2011).  
Lastly, Schoer, Haupt, and Pieper completed an overview on evidence-based lifestyle 
interventions in the workplace which summarized several systematic-reviews on WWPs. 
Reviews with BMI and weight-related outcomes consisted of physical activity promotion, 
nutritional intervention, and these approaches combined (Schroer et al., 2014). The physical 
activity promotion interventions found either no evidence or inconclusive evidence of effect on 
body weight or related outcomes. One review reported low-quality evidence supporting physical 
activity intervention and a significant reduction in body weight and BMI. Several of the 
nutritional interventions were inconclusive due to a lack of sufficient evidence and information 
for qualitative analysis. Another did not find any association between intervention and weight 
related outcomes; one systematic review found a small reduction in BMI. Four of 5 reviews that 
targeted both physical activity and nutrition with an added environmental component found 
positive effects. In summary, the multi-component interventions had more positive findings in 
terms of weight-related outcomes over single-component interventions (Schroer et al., 2014).  
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More recently, obesity interventions have steered away from targeting only the individual 
due to a lack of success since treatment through medical and behavioral approaches often focuses 
on the prescription of changing individual eating and exercise habits but does not address 
environmental factors that reinforce the changed behavior (Novak & Brownell, 2011). In contrast 
to the environmental approach, in a review of RCTs recently conducted by Roberts & Krebs 
investigating the effectiveness of worksite weight-loss programs, the authors assert in the 
published studies examined, worksite weight loss programs have not achieved the  >5% mean 
weight loss for significant health benefits to be represented. Although the factors causing low 
weight loss in the examined studies are unknown, the authors postulate that a strong focus on 
environmental factors rather than individual-level behavior intervention may offer an explanation 
(Roberts & Krebs, 2012). 
While research has shed light on factors that contribute to the effectiveness of WWPs in 
terms of reduced weight measures, due to the heterogeneity of study designs and various 
characteristics of WWPs, general conclusions may be difficult to determine. Specific 
recommendations which have led to success are multi-level, multi-component programs with 
specifically targeted goals and leadership involvement (Bachman, 2007; Jensen, 2011; Schroer et 
al., 2014). 
Program Planning Framework Strategies: Application of the Program Planning and 
 Evaluation Cycle 
Program planning and evaluation can be employed to provide a framework for WWPs. 
Utilization of evidence-based strategies incorporated into a strategic plan aimed at cultivating 
cultural and societal norms and healthy behaviors can contribute to producing a healthier 
lifestyle environment within the workplace. The workplace serves as a key player in setting 
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standards for social norms and values, specifically through individual work groups and 
socialization into organizational cultures, and therefore is critical in influencing an individual 
through a socio-ecological perspective (McLeroy et al., 1988; Stokols, 1996). 
In broad terms, the purpose of program planning and evaluation is to develop a clear 
plan, set attainable goals and objectives, apply a strategy, and create feedback loops to allow for 
improvement and success (CDC, 2011). In particular, the program planning phase identifies 
goals, determines a desired outcome, utilizes SMART (Specific, Measureable, Attainable, 
Realistic and Timely) objectives, and obtains the resources needed to achieve them. The 
evaluation phase is equally critical: it serves to make improvements to the program, increase 
efficiency, and advance the opportunity for financial support (Issel, 2014). 
Within the context of a WWP, the purpose of program planning will be to implement an 
effective WWP constructed to the needs of the workforce, determine what health benefits 
employees seek to gain from participation in the WWP, and recruit staff interested in 
undertaking the WWP as a collaborative effort with procurement of additional resources needed. 
Further, successful measures obtained through evaluation and continuing improvements in the 
program may garner a return on investment and increased benefits for the work organization. By 
pairing a systematic approach to program planning and evaluation with evidence-based 
recommendations for a multi-level intervention to achieve an effective WWP, the framework 
aims to provide a tool for employers who seek to foster a favorable environment for improved 
health outcomes within the workplace.  
Program Planning  
Program planning and evaluation for WWPs begins with planning; two elements that are 
preliminary building blocks to consider are diversity and culture of the workplace. Figure 3 
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identifies the five steps within the program planning and evaluation cycle which will be used as a 
map to guide the general application of building a basic structure of a WWP within an 
organization. These are (1) program planning, (2) assessment of workplace needs and assets, (3) 
program development and implementation, (4) evaluation planning: process evaluation and 
effect evaluation, and (5) employee-recipient outcomes and impact. Often, this process is not 
linear due to the integrated relationship of health and variables involved with health planning 
(Issel, 2014).   
Figure 3: The Program Planning and Evaluation Cycle 
 
The establishment of a WWP within an organization will require the formation of a 
program planning team.  Most likely, this will include members internal to the organization; 
leadership will be particularly important, as it has been identified in several studies that 
leadership involvement and management backing were influential in employee views on 
changing health behaviors (Jensen, 2011; Verweij et al., 2011).  Fostering partnerships with local 
community health organizations may be useful and help avoid or lower overhead costs; outside 
affiliation may involve increased spending for professional guidance, though these services may 
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not necessary within every setting. Identifying resources and remaining within an organization’s 
budgetary capacity will be critical elements of success.  
Program planning will begin with a vision; this is the first step in planning, according to 
the American Planning Association and the Children’s Health Insurance Program (CHIP) and 
Mobilizing for Action through Planning and Partnerships (MAPP) models of assessment. 
Formulating a vision will help guide the program by giving direction to the program planning 
team as well as stakeholders (Issel, 2014). The vision of a WWP will most likely involve 
components such as including a direct aim at lowering obesity rates, maintaining weight status, 
increasing physical activity and establishing other environmental factors to enhance a healthier 
culture within the organization with an end goal in mind.  
Assessment of Workplace Needs and Assets  
Upon consideration of the ultimate goal of the program, collection of data through an 
investigation will be necessary to prioritize workplace health problems, solutions, and needs. 
Data collection may be interlaced with the next step of workplace assessment. Concurrently, a 
careful assessment of the workplace setting is important. Factors such as employee buy-in and 
the current state of social norms, hierarchies of power, accountability mechanisms, political 
culture, and physical and psychosocial environment will establish an understanding of the 
workplace setting which will help steer the priorities of and problems to be addressed by the 
WWP (Poland, Krupa, & McCall, 2009). The workplace can be defined as a community and 
should appropriately address the diversity, culture, values and norms within the population (Issel, 
2014). These characteristics should also be kept in mind when forecasting challenges that could 
impact the WWP, as well as keeping idealistic conceptions in perspective.  
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At this part of the planning cycle, it will be critical to determine what elements to include 
within the WWP that constitute ideal environmental approaches that would be conducive to 
employees’ motivation for behavior change and interest to achieving healthier lifestyles, drawing 
from the overarching concepts of the Socio-Ecological Model. Further, within the assessment, 
information should be garnered directly through employee feedback from focus groups, surveys, 
interviews, and meetings on knowledge, perceived risks, interests and barriers (Pratt et al., 2007). 
In a study conducted by Sorensen et al., program effectiveness was higher in worksite 
organizations that involved employees in the program planning and implementation process 
(Jensen, 2011; Pratt et al., 2007). Additionally, inputs and resources need to be identified in the 
assessment. Health Risk Assessments (HRAs) can be convenient and low-cost in establishing 
baseline data and identification of health problems; budgetary analysis can provide a structural 
foundation for resource allocation.  
Program Development and Implementation  
A conceptual plan, known as a program theory, is a structural support for delineating four 
main components of a program plan: resources, actions, interventions and outcomes (Issel, 
2014). The program theory offers a comprehensive overview of what elements are needed, what 
they will do, and what end results are anticipated. The first step will be to indentify the needed 
resources and actions necessary for the program to work. This will be followed by determining 
the capacity at which this is attainable. Resources will consist of human, physical, informational, 
managerial, time and financial allocation (Issel, 2014). Program expenditures will need to take 
into account each phase of the WWP. Common costs of a WWP may consist of training costs, 
equipment purchases, counseling services, educational material, marketing campaigns, facility 
expenses, and intervention delivery expenses. Strategies on how to best target the employee 
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population and distribution of deliverables will be an essential part of WWP implementation. 
The communications used to target employees will include social marketing campaigns, while 
distribution of deliverables will consider accessibility and availability of the services being 
provided. 
Goals, paired with short-term and long-term objectives, will be developed by the program 
planning team. The goals will generally highlight the anticipated results of the program; goals 
will also consist of objectives that will help clarify actions and identify indicators. Effect 
objectives outline the benefits employees expect to gain from participation in the WWP (Issel, 
2014). SMART qualities are ideal to use in drafting the goals and objectives (Communities for 
Public Health, n.d.).  
 Next, identifying short-term and long-term objectives and setting targets will comprise 
the intervention plan. The intervention should target job demands, worker characteristics, 
physical work environment, while giving consideration to policy norms and the prospect of 
future policy change to facilitate growth and advancement of environmental approaches (Pratt et 
al., 2007). By utilizing a systematic approach around a structured theory while involving 
stakeholders, long term success is more viable; this will also serve to guide the program 
evaluation. Other key components worth consideration when developing the WWP encompass 
plausibility, cost-effectiveness, and sustainability (Pratt et al., 2007). This is where evidence-
based procedures and innovative research studies can be drawn upon for characteristics that can 
offer effective means for behavior modification.  
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Figure 4: Example of Workplace Wellness Program Goals, Objectives, and Indicators  
 
As demonstrated by Figure 4, prudent strategy would consist of a few, attainable 
objectives targeted to a specific group within the workplace population. When gradual 
improvement and positive trends are seen in achieving desired outcomes, best practices can be 
identified leading to expansion of the WWP to a larger population set or an incremental advance 
in setting objectives. When practices show little or no improvement, refocusing the various 
components within the goals, objectives, and indicators may be necessary. Through feedback 
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loops and trial and error methods, critical thinking is employed to achieve an improved system. 
Since the program planning and evaluation cycle requires continuous review for these reasons, a 
quality improvement cycle, such as Shewhart’s Plan, Do, Study, Act (PDSA) concept can be 
employed. The PDSA is a process most often considered in Continuous Quality Improvement 
(CQI), a strategy that relies on planning and evaluation to help shape and structure procedures 
toward progression to the goals and objectives (McLaughlin, Johnson & Sollecito, 2012).   
Data for evaluation should be consistently collected for improvement and indicators 
monitored. Data collection can be in the form of questionnaires assessing patterns of food intake, 
BMI measurements used as indicators for weight change, and checklists used to assess physical 
activity frequency and intensity. Further, data may be collected through administrative services 
on reported absenteeism due to illness, healthcare costs, and disability claims; questionnaires can 
also asses work productivity. These feedback loops will contribute to the overall development 
and advancement of the WWP. Further, at this stage of the process, flexibility and the ability to 
adapt the program accordingly will be fundamental in the program lifecycle and achieving 
optimal outputs. Documentation and assessment of data on a quarterly or semi-annual basis, 
depending on the WWP objectives timeline, will demonstrate which objectives have been 
achieved; this will indicate the costs involved in achieving the objectives as well as gaps between 
conducted activities, met indicators, and ineffective outcomes. Assessment throughout the 
implementation process incorporates managerial monitoring and guidance (Issel, 2014).  
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Evaluation Planning: Process Evaluation, Effects Evaluation, and Employee-Recipient 
Outcomes and Impacts 
Process evaluation acts to perform two main tasks. The first is to ensure the program was 
executed as planned and it achieved its purpose of delivering the intended outcomes. Further, if 
the intervention does not have an effect on the health outcomes, verification that staff properly 
executed program objectives with consistency and integrity will be required. The second is to 
ensure that proper documentation can support replication of the program, if effects have the 
desired outcome. Some examples of data collection for implementation evaluation are activity 
logs, checklists, BMI and HRA records, observations, and surveys (Issel, 2014). 
Impacts of the WWP will be ascertained within the effect evaluation of the program; the 
effect evaluation’s purpose is to assess whether the intervention had an influence. It is important 
to note that the evaluation should ideally be planned in the beginning stages, in combination with 
program planning and should align with the goals and objectives in a way that will bring the 
program cycle to completion. Evaluation questions will appraise the health outcomes that the 
WWP intended to address and if employee-recipients experienced any beneficial change (Issel, 
2014). The effect evaluation’s aim is to garner stakeholder, program staff, and employer 
information that is necessary to improve, redirect, or continue the WWP. Employees, who are the 
primary recipients of the intervention, will be interested to know how successful their efforts 
have been in the intended health outcomes of the program. Evaluation standards such as sound 
decision making, feasible design, scientific based procedures, and ethical standards are necessary 
criteria for a successful WWP.  Figure 5 provides an outline of program planning and evaluation 
components that have been adapted to a workplace setting.  
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Figure 5: Program Planning and Evaluation Highlights 
 
Source: Adaptation from Issel, M. Health Program Planning: Feasibility and Overview [Power Point Slides]. 
Retrieved from http://www.uic.edu/sph/prepare/courses/chsc433/chsc433mod01ch01.ppt. 
 
Recommendations 
Policy Development and Additional Research 
Increased popularity and interest in the development of WWPs is growing. In a formative 
research study conducted at a large manufacturing company employing approximately 8,000 
people by Devine et al., surveys on healthy eating revealed positive support for worksite 
opportunities aligned toward healthier lifestyles and obesity prevention. Employees expressed 
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interest in participating in employer-sponsored wellness initiatives and making informed 
decisions about eating healthy based on nutritional and educational sources (Devine, Nelson, 
Chin, Dozier, & Fernandez, 2007).  
Further advancement of WWPs can be expedited by persuading influential stakeholders, 
particularly policy makers, to institute more policies and laws that will buttress the efforts of 
workplace wellness and create more opportunities for both employers and employees to benefit. 
Examples of policies and laws that can contribute to this movement are workplace access to 
healthful food options and facilities for physical activity; tax credits benefiting companies that 
successfully create a healthy work environment; policies enabling insurance providers to provide 
discounts to companies with a healthier employee population; and grants providing partially 
matching funds for healthy food offerings.  
As demonstrated in research, a multi-level approach that encompasses various aspects of 
an individual’s exposure to social norms and culture while creating the opportunity to make 
healthier lifestyle choices makes the workplace a viable arena to demonstrate behavior change. 
While there is a vast body of literature and research on wellness programs within the workplace, 
further advancement is necessary to pinpoint effective measures and successful outcomes so 
employers ranging from large corporations to small private businesses can have equal 
opportunities, incentives, and feasibility to support overall employee health. A strong focus on 
environmental factors rather than individual-level behavior is the shifting trend; these 
environmental factors are critical in a comprehensive approach, as are behavioral strategies. 
Additional data on the health outcomes of specific target populations within work organizations 
and stratification of gender, race, ethnicity, and age may contribute to advancing future studies. 
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More research and case studies are needed on the sustainability of the targeted health outcomes 
of WWPs for future development and replication.   
In the near future, changes can be expected within the efforts employers are willing to 
make to contribute to overall employee health. The Affordable Care Act may generate more 
opportunities for employers to benefit from the implementation of wellness programs and 
various health related pursuits that may earn tax credits and other monetary incentives. Further, 
due to the growing and ever-present trends of obesity within the US population, it will be 
advantageous for employers to express interest in employee health, not only for ROI purposes, 
but for increased productivity and the overall capacity of employees to maximize work outputs.  
Leadership Involvement and Future Implications  
As noted by McLeroy et al., it is not just the employees that should be targeted for 
WWPs, it is also critical to change the corporate culture within the organization. Both tactical 
and strategic organizational decision making can influence the direction of any intervention. 
Health related norms and values can become a part of an organization’s ideology, no matter the 
size (McLeroy et al., 1988). Leadership and management support greatly shape the success of 
many programs, not only through changes in rules, regulations, structure, and benefits but also in 
action by example (Jensen, 2011; McLeroy et al., 1988; Pratt et al., 2007). As leaders take more 
initiative to foster a healthier work environment, employees will increase their overall health 
through the infrastructure provided and the opportunities for increased physical activity and 
healthier food options.  Through WWPs, leaders will have the ability to build and support social 
norms conducive to healthier lifestyles among workers and social networks, resulting in 
improved overall self-efficacy among employees. It is the responsibility of the leaders of a work 
organization to create and influence the direction of the workplace’s vision. With this in mind, 
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the health and welfare of the employee workforce should take precedence and include initiatives 
such as WWPs.  
Conclusion 
The workplace is a viable setting to foster and generate healthier lifestyles among 
employees. Concepts within the Socio-Ecological Model, paired with evidence-based 
recommendations for a comprehensive approach and a framework for program planning and 
evaluation of a WWP can act together to create a multi-level health intervention for employees. 
An environmental approach to wellness at work can encourage standards for social norms and 
values and enhancement of supportive social networks that provide the infrastructure and 
resources needed for employees to act on healthier choices within the work setting. Employers 
must act to foster a culture and ideology within the workplace, where making sound choices 
toward an overall healthy lifestyle to diminish obesity and chronic illness, is paramount. In turn, 
increased employee health can yield better productivity and decreased health care costs, 
potentially ensuring employer stakes in any WWP.  
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